The nature and range of immunological abnormalities in polymyositis and dermatomyositis, together with the typical muscle biopsy findings, have long suggested that a disturbance in immune homeostasis plays a significant pathogenic role in these inflammatory myopathies.' A loss of the regulatory suppressor T lymphocytes from the peripheral blood in acute cases,2 similar to that found in multiple sclerosis,3 supports this view, while the analysis of the cellular infiltrates in affected muscle has started to reveal the characteristics of the immunological cells concerned.4 -9 Some workers have stressed the involvement of helper T cells,4 5 but others have concluded that cytotoxic-suppressor lymphocytes and macrophages are of most importance,69 with perhaps a local humoral effect also present in dermatomyositis. 6 The problem is compounded by finding the same inflammatory cells, in similar proportions, in inherited muscle diseases such as Duchenne dystrophy, and in non-inflammatory myopathies.6 8 In addition, the number of cases studied is still small, with very few patients from the different clinical subgroups or stages of the disease.
We report here a group of 25 cases studied at the five from the acute and chronic cases were examined Sections of normal tonsil were used as controls for the by a direct immunoperoxidase method, as previously monoclonal antibodies.
described."1 The five patients who had recovered were not A total of 14 slides was examined from each biopsy. They biopsied. The specimens were stored in liquid nitrogen until were always cut and stained in the same sequence, that is, use and then sections were cut at 5 tm, placed two on a slide, haematoxylin-eosin alone, then anti-leucocyte antibody, wrapped in aluminium foil and left at room temperature Leu 4, Leu 3a, Leu 2a, OKM I, Leu 12, OKIa 1, IgG, IgA, overnight. If they were not to be stained within 24 hours, IgM and Leu 7, followed by the two controls. they were stored in a desiccator. The monoclonal antibodies Each section was assessed by two independent observers, used are shown in table 2. A slightly different set of anti-unaware of the patient's classification. The sections were bodies were used for tissues compared with blood because examined in the same sequence as in the staining schedule, we found the Ortho antibodies did not stain the tissue cells starting with the haematoxylin and eosin slide, so that the satisfactorily although they were very effective in labelling sites of cellular infiltration could be defined as perimysial, peripheral blood subsets. Polyclonal antibodies, anti IgG, perivascular and endomysial. The anti-leucocyte antibody anti IgA and anti IgM (Dakopatts, rabbit antihuman) were preparation ensured that no sarcolemmal or endothelial cells also used (see below). For the primary layer, the monoclonal were included in the counts. Before the individual cell counts antibodies were diluted to 1/40 for use and the polyclonal, to were done, an estimate of the density of the cell infiltrates in 1/400. For the secondary layer, horseradish peroxidase-the perimysial, perivascular and endomysial areas was carlabelled antibody at 1/50 dilution (rabbit antimouse IgG, ried out, graded as previously described6 according to the HRP, Dakopatts) was employed. Two negative controls number of positive cells: grade 0: no positive cells; 1: from I were incorporated into the staining schedule: one to control to 25 cells; 2: from 26-50 cells and 3: more than 50 cells. for non-specific peroxidase staining and one for non-specific Following this, for each specimen three cellular aggregates adherence of the second antibody layer. After treatment were counted, at each of the three sites: the results in the with diaminobenzene the slides were counterstained. with patient's biopsy represented approximately 100-700 labelled haematoxylin. They were then washed, cleared through alco-cells. A positive reaction consisted of a well-defined rim to hols and xylene in the usual manner and mounted in DPX. the cell, or in the case of the OKM-I antibody (macrophage- 22 + 1%. The T4/T8 ratios were also significantly increased in the same group, 6-0 + 14 and 5 0 + 1-2, against a normal of 2-2 + 0 1. In contrast to the loss of T cells, B cell percentages were increased in both these groups, reaching significant increases in patients with acute disease. The K cell percentages were unchanged. In the patients who had recovered, the T lymphocyte subset percentages were all normal, as was the T4/T8 ratio. The B cell percentages, however, remained slightly but significantly increased at 19 + 2%, compared with 11 + 1%. The inflammatory process in polymyositis Turning to the peripheral blood immunoregulatory findings, this report confirms our previous work3 21 and that of others17 22 in showing that there is a loss of circulating OKT8-positive lymphocytes in cases of acute and chronic active polymyositis and that the abnormality disappears when the patients recover.
The only dissenting report23 was based on seven cases which were studied by a method less accurate than ours. In our analysis, we took into account the effect of diurnal rhythm, 24 
